The mechanisms by which hypoxaemia is produced in severe community acquired pneumonia include anatomical shunting and ventilation/perfusion mismatch.3 There is also a reduction in thoracic compliance and subsequent increase in respiratory work leading to fatigue.4 Continuous positive airway pressure improves oxygenation by increasing pulmonary pressure throughout the respiratory cycle, thereby increasing lung volume.5 This has the effect of decreasing the anatomical shunt and improving ventilation/perfusion matching; as compliance is raised the work of breathing is reduced. The use of CPAP delivered by face mask, if successful, avoids endotracheal intubation and IPPV with its associated risks including cardiovascular depression, barotrauma, and increased susceptibility to nosocomial infection." If, however, CPAP is not effective we emphasise that IPPV should be instituted without delay, and would recommend that CPAP only be administered under close medical supervision where this facility is immediately available.
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The greatest potential complication of CPAP is the aspiration of gastric contents, so patients in whom its use is being considered must be orientated, cooperative, and not suffering from nausea or vomiting.9
Although CPAP is well recognised and used as an adjunct to treatment in Pneumocystis carinii pneumonia,'0 this does not appear to be the case for community acquired pneumonia where the potential for rapid resolution and recovery are greater. We suggest that greater consideration is given to this form of ventilatory support in patients with deteriorating pulmonary function meeting the above criteria.
We are grateful to Lieutenant Colonels Winfield and Fabricius for permission to report these cases. (fig 1) and a computed tomographic scan showed this mass to be encroaching on the lumen of the right upper lobe bronchus (fig 2) . At fibreoptic bronchoscopy there was obstructing "tumour" in the right main bronchus. Endobronchial biopsy specimens showed acute and chronic inflammatory changes with no evidence of granuloma formation. There was no evidence of malignancy. Four days after bronchoscopy he developed hypotension, a temperature of 39°C, a generalised pustular rash, and digital lesions suggestive of septic emboli.
There was no clinical evidence of cardiac, meningeal or central nervous system involvement. Nocardia asteroides was cultured from the bronchial washings and biopsies after four days, and subsequently from his sputum and cutaneous pustules. Intravenous co-trimoxazole (trimethoprim 480 mg and sulphamethoxazole 2400 mg twice daily) was commenced, with defervescence within 48 hours. Oral co-trimoxazole was commenced after 10 days of intravenous treatment but subsequently ceased after 20 days following the development of erythema multiforme. Minocycline, 100 mg twice daily, was substituted on day 30 and continued for a total of 10 months. After 
